Diarrheal disease is the world's second leading cause of death among young children. It claims more than half a million lives of children under five years old each year, accounting for 9% of global child deaths [1, 2] . It is also a leading cause of morbidity in children, including chronic malnutrition [3] .
impaired cognitive development, diminished oral vaccine efficacy, and increased susceptibility to infections [10] [11] [12] [13] .
Although the diarrhea associated with Cryptosporidium infection can be life-threatening, it is only part of the problem. In a longitudinal study of slum dwellers in southern India, Ajjampur et al. [14] found that half of children were shedding oocysts well before or after episodes of cryptosporidial diarrhea, indicating the presence of asymptomatic infections. These asymptomatic infections are likely to contribute significantly to the long-term impact of cryptosporidiosis on malnutrition and stunted growth. This finding also has important implications for the control of Cryptosporidium and begs the question as to whether the problem should be addressed with a mass drug administration (MDA) strategy.
In considering the total effects of diarrheal disease in children-including cryptosporidiosis -we must also consider the tremendous financial burden borne by families with children experiencing multiple bouts of diarrheal disease each year. A study by Rheingans et al. [15] looked at African sites participating in GEMS and found that the total cost of treatment per episode of diarrhea ranged from US$6.01 in Mali to US$8.83 in Kenya, which is a huge amount in countries where more than one-third of the population lives below the international poverty line (of less than US$1.25 per day) and where total annual per capita health expenditure is US $53 and US$45, respectively [16] [17] [18] [19] .
Although Cryptosporidium was originally identified in 1907 [20] , it was not until the late 1970s that its role as a serious, and sometimes lethal, human pathogen was elucidated by the careful work of Nime [21] , Bird and Smith [22] , Tzipori [23, 24] , and others [25, 26] . In particular, the morbidity and potential mortality associated with cryptosporidiosis came into focus through the lens of the evolving HIV/AIDS epidemic in the 1980s [27] . Likewise, Cryptosporidium was demonstrated to be a common cause of diarrheal disease in children in Central Africa in the 1980s [28] .
Despite the role of Cryptosporidium as an important human pathogen, there are currently few effective options for treatment. As reviewed by Checkley et al. [29] , a variety of diagnostic methods exist, but they are best suited for epidemiological studies and are not routinely used in limited-resource settings. In addition, no vaccine is currently available to protect against Cryptosporidium infection and, based on the limited understanding of the Cryptosporidium-specific biology and challenges encountered in developing vaccines for other parasites, it is highly unlikely that a vaccine will be available within the next decade [29] [30] [31] . Moreover, although prevention for some enteric pathogens may be bolstered through programs focused on clean water and effective sanitation, such approaches will only go so far in preventing many cases of cryptosporidiosis, and person-to-person transmission further complicates the overall approach [32, 33] .
ORS-based treatment is a highly efficacious and cost-effective way to counteract the effects and relieve some of the symptoms associated with acute secretory diarrheas such as that caused by Cryptosporidium. However, use of ORS (particularly among children living in especially poor and rural areas) remains quite low, in part because treatment is labor-intensive and requires large volumes of ORS to be administered in order to rehydrate and then maintain hydration [34] . Furthermore, ORS has no role in the treatment of asymptomatic but insidious Cryptosporidium infections, which can only be addressed through drug treatment. Thus, to reduce the duration and impact of the Cryptosporidium infection, an antimicrobial drug is an important complement to ORS.
Only one drug, nitazoxanide (Alinia; Romark Laboratories, Tampa, Florida, United States), is currently approved by the US Food and Drug Administration (FDA) for treatment of Cryptosporidium infection. It is approved for use in children one year old or older [35] . The drug is available in many middle-income countries in Latin America, as well as in some low-and middle-income countries in Asia, including India and Bangladesh. Nonetheless, its actual use is limited, and empiric treatment with ORS alone remains the standard of care for diarrhea caused by Cryptosporidium.
Clinical studies have demonstrated the effectiveness of nitazoxanide against Cryptosporidium in otherwise healthy individuals. In addition, clinical studies have provided evidence suggesting the drug's activity against rotavirus, helminths, and other enteric protozoan parasites [36] [37] [38] . Thus, there are sufficient reasons for considering wider use of this drug, even as a candidate for use in MDA programs as proposed by Hotez [39] and others.
The drug's efficacy profile is variable, with cure rates reported to range from more than 80% in otherwise healthy adults to only 56% in malnourished children [40] . One significant shortcoming of nitazoxanide is that it does not appear to be beneficial in individuals who are immunocompromised [41] and is less effective in children who are malnourished-a key limitation given the prevalence of immunosuppression in children who are HIV-positive and/or malnourished.
We support an expanded global role for nitazoxanide in addressing cryptosporidiosis in children under five years of age if the global community is to meet established goals for reducing childhood mortality. We intend to investigate the possibility of lowering the approved age for treatment by testing the drug's safety and effectiveness in children between six and 12 months of age, to explore rational combinations with other drugs (see Table 1 ), and to have the drug included on the World Health Organization's Model List of Essential Medicines.
While the wider use of nitazoxanide would help relieve the burden of Cryptosporidium infection, we also see an urgent need for new drugs that provide an alternative to nitazoxanide and address its shortcomings. Several groups have identified existing drugs in clinical use for other indications that have the potential to be repurposed for the treatment of Cryptosporidium infection (Table 1 ). In addition, there are a number of preclinical leads in the pipeline, but more are needed. Now is the time to develop a bold, integrated program to accelerate funding, research, and development of needed Cryptosporidium drugs. Taking as a guiding model the Tuberculosis Drug Accelerator established by the Bill & Melinda Gates Foundation, we propose an approach that we call ACCORD (ACcelerator for CryptOsporidium Research & Drug Development to Reduce Child Mortality) to help accelerate the development of new therapeutics for Cryptosporidium (Fig 1) . ACCORD will be successful only with investments and commitments from pharmaceutical companies, private foundations, governments, academic institutions, and nongovernmental organizations. In 2014, the authors of the G-FINDER report meticulously studied and analyzed global diarrheal disease R&D funding [42] . The authors found that, in 2013, investment specific to Cryptosporidium was limited to US$2.7 million in basic research and US$1.7 million in R&D focused on drugs. This is a paltry sum when compared to the amount spent on R&D for tuberculosis drugs (US$248 million) or a rotavirus vaccine (more than US$200 million) [43] . We believe that at least US$10 million of new funding per year is required for the next decade in order to develop the next generation of drugs. With this increased investment in drug development for diarrheal disease, and through collaborative partnerships across sectors, we will be able to align and accelerate the efforts needed to achieve further progress in meeting global targets for reductions in child mortality.
